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Demonstration of Specimens and Retorts of Cases.

a case of calculous pyonephrosis.

Dr. R. F. O'Neil, Boston: I wish to show this
kidney which I removed recently. Although the
organ is enlarged its substance has been entirely
destroyed by the comparatively small calculus
which you see occupies the uretero-pelvic junction
and extends somewhat into the renal pelvis. The
case is of interest in that four years ago the diag-
nosis of renal calculus was made by x-ray ; operation
was advised and refused. The damage to the kid-
ney at that time was probably slight and simplepyelotomy would have saved the kidney.

A CASE OF TWO STONES IN HORSESHOE KIDNEY.

Dr. F. B. Lund, Boston : The patient was a
young man, twenty-three years of age, who for sev-
eral years had had attacks of pain in the left side,
with occasional passage of bloody urine. A recent
examination of the urine had shown blood and pus.An x-ray showed two stones, one large and ono
small, both apparently in the pelvis of the left kid-
ney. I have here tho x-ray plate and the two
stones.

On September 15, 1013, at the Deaconess Hospital
in Concord, Mass., through the usual lumbar inci-
sion, I exposed the kidney, which appeared very
long. In clearing the upper pole, I opened the
peritoneum and had to suture the opening. On
clearing the convex surface of the kidney, I found
I could not get it up at all into the wound ; and
on attempting to clear the lower pole, I found I
could not get around it. I followed it as far as the
vertebral bodies, and it was still going. It ap-
parently went over the median line, and must
have been a horseshoe kidney. Although I could
not get the kidney up into the wound, I could feel
the larger of the two stones on the front of the
kidney, and found that the pelvis in this case was
on the front instead of, as normally, behind. The
renal artery was above, and the renal vein below
the pelvis, and I had to dissect down between them
to get at it. After incising it and removing the
larger stone, which could be felt, I could not get a
catheter to pass down into the ureter, and on in-
troducing my linger into the pelvis, I could not
feel the small stone anywhere. I cut in the direc-
tion in which it ought to be, however, along the
front of the pelvis, and found it in a pocket just
below the large stone. After suturing the pelvis of
the kidney with catgut, I sutured the wound around
a drain. After the operation, a ureteral fistula was
established, and the boy ran a temperature for three
or four weeks. His ureters were catheterized, and
Dr. Walker, who did it for me, found a clear urine
coming through the right side, and purulent urine
coming from the side operated upon. This, of
course, did not establish the fact of whether we
were dealing with a large horseshoe kidney with
two pelves, or with two separate kidneys.

While we were considering whether further op-erative interference would be necessary, the boy's
temperature returned to normal, and the urinary
sinus healed up. He is now in first class condition,has gained in weight, and has gone to work.

A CASE OF RENAL TUBERCULOSIS.

Dr. H. C. Pitts, Providence, R. I: This case is
of interest because of the patient's having received
Dr. Friedman's turtle serum. She was referred to
me from the Rhode Island Sanitarium for Tuber-
culosis. She had had bladder symptoms for about
four years and was suffering from a moderate pul-
monary involvement. I cystoscoped her about one
week before her first injection. Bladder capacity
four ounces. There was marked ulcération just
posterior to both ureteral orifices. The bladder
wall was more or less covered with punctate red
spots like tiny ulcérations. Both ureters func-
tioned properly, except that the left ono was a trifle
rigid and was surrounded by very minute red
spots. The trigonum was edematous. Two weeks
after the serum injection, I cystoscoped her again.The punctate spots scattered over the bladder wall
had disappeared, but a grey deposit had appeared
around the left ureteral orifice. The patient re-ceived a second injection of serum about one week
later. The bladder symptoms remained about the
same during the summer. She was sent to me again
one week ago. The cystoscope showed some heal-
ing of the ulcération. The same grey deposit showed
about the left ureteral orifice and the left ureter
was not functioning. Pressure on the correspond-
ing kidney, however, brought down a quantity of
pus.

plaints and fault-findings; in short there was

established an esprit de corps. There followed
week by week a marked increase in amount of
weight gained, until the record for all the years
has been surpassed by many hundred pounds.
Another proof of the efficacy of this system is
found in the figures obtained from a census
taken in one of our sanatoria as of April 15,
1914. On that date there were in the sanatorium
195 patients—107 men, 88 women. Of this num-

ber, 64 men were in the sanatorium class and 53
women. On this date, 55 per cent, of the total
number of men were classified as "improving";
and of this latter number, 46 per cent, were in
the sanatorium class, 9 per cent, in the hospital
class. Of the women, 54 per cent, show improve-
ment, and of this number 50 per cent, were in
the sanatorium class and 4 per cent, in the hos-
pital class.

The testimony of the officials who were pessi-
mistic at first is entirely and enthusiastically in
favor of this system. As a logical result, there
might well be a complete separation of the two
classes with the expensive care focussed on the
members of the sanatorium class, and the other
class considered as in a segregation camp.
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I sent her into the hospital and two days later I
removed the left kidney. You will see it is not
particularly enlarged, but section shows a well-
marked broken down area in either pole. There is
no ulcération in the pelvis of the kidney, but the
ureter was very much thickened and friable. The
patient has done well. Her pain is somewhat les-
sened, though, of course, the frequency continues.

DISCUSSION OF DR. TITTS' REPORT.

Dr. Hugh Cabot, Boston: I have seen one
patient treated by Dr. Friedman's serum with strik-
ing temporary benefit and rather disastrous conse-
quences. The patient was a woman of forty, who
twenty years ago had well marked pulmonary tu-
berculosis, for which she was sent to Saranac.
About fifteen years ago tuberculosis of the left kid-
ney was recognized by Dr. Tilden Brown, but op-eration was not thought advisable on account of
the pulmonary condition. Five years ago a very
completely destroyed left kidney was removed,
though it was believed that the right kidney was
already infected. The operation was done on. ac-
count of extreme bladder irritability. This was
not relieved and three years ago a vesico-vaginal
fistula was made in order to make life more toler-
able. In April, 1913, she received two injections
of Friedman's serum without my knowledge. There
was prompt and very complete relief of symptoms,which lasted until July, when some frequency of
urination and pain returned. Early in September
she began to complain of severe headache, to have a
considerable elevation of temperature and greatdrowsiness. She remained in a typhoidal condition
for three or four weeks and the diagnosis of men-
ingitis was made by three competent observers. The
bladder condition at this time had returned to its
previous marked irritability and a sinus persisted
at the sight of the injection of the serum. I have
lately heard from her physician that the meningeal
symptoms have disappeared and that she is sub-
stantially in the same condition as she was before
Dr. Friedman's treatment.

Symposium.
the diagnosis and treatment of lesions of the kid-

ney other than those due to tuberculosis and
calculus.

a. Pyogenic Infections of the Upper Urinarv
Tract* Dr. A. L. Chute.

b. Treatment of Movable Kidney, with or with-
out Infection, by Posture.f Drs. Hugh
Cabot and Lloyd T. Brown.

c. The Roentgen Determination of Certain
Renal and Ureteric Variations and Dis-
orders.! Dr. Percy Brown.

discussion.

Dr. John H. Cunningham, Jr., Boston : The pa-
pers considering the subject of acute infections of
the kidney and the subject of pyelography are so
comprehensive that little or nothing may be addedother than congratulations to the readers and em-
phasis of a few of the most important points.Infections within the kidney other than that oftuberculosis frequently present themselves for ourconsideration, and are observed, either as an acute
or a chronic process, the infection gaining access to

* See page 808. t Sec page 869. $ See page 378.

the kidney either by extension of an infection in
the bladder along the ureter or being brought to
the kidney by the blood stream. With the former
manner of infection (ascending infection) the or-
ganism producing the renal inflammation is usually
the B. Coli. This inflammatory process is usually
chronic in its course except when secondarily in-
fected by some of the pyogenic organisms. In
nearly all ascending infections the subjective symp-
toms are referable to the bladder and are much more
pronounced subjectively than those referred to the
kidney, and urinanalysis shows a predominance of
bladder elements.

Ascending infections of the kidney cannot take
place without a defect in the ureteral orifice, where-
by the infectious material in the bladder may gain
access to the upper urinary tract.

Renal infections of hematogenous origin pro-
duce an entirely different clinical picture. The
onset is acute, there is an active progressive tox-
emia, high temperature, pulse and leucocyte count;
and the subjective symptoms are referred to tho
region of the kidney, both to the back and to the
abdomen on the affected side.

The urine shows little or nothing abnormal as the
early renal lesions are in the cortex of the organ
and do not drain tho inflammatory products into
the renal pelvis.

The acute onset nnd the abdominal signs which
may be present, have several times led to errors in
diagnosis, the signs inducing the belief that the
lesion is intra-abdominal, usually of the appendix
or gall-bladder. The pathognomonic sign is costo-
vertebral tenderness, and I have found that pressure
on the lower ribs is painful. Death has resulted
from the progressive toxemia in several cases where
errors of diagnosis have been made. The differ-
ence in the severity of hematogenous and of
ascending infection is due to the greater virulence
of the pyogenic organisms which are the infecting
elements in the hematogenous infection.

In regard to treatment: In the ascending form
the bladder must receive appropriate treatment, and
a kidney infection usually subsides by flushing the
organ by ingestion of large amounts of water and
the administration of urinary antiseptics, or by
injecting antiseptic fluids into the renal pelvis
through a ureteral catheter. After the acute stage
of the infection has subsided, B. Coli vaccine is
of much value when this is the offending organism.
It is seldom that the kidney requires surgical treat-
ment, yet in some of the severe infections, abscess
formation may take place, requiring drainage, and
pain, which may persist for long periods of time,has been much relieved by decapsulation.

In the acute hematogenous infections of the
kidney, the treatment is seldom other than sur-
gical. There are small abscesses scattered through
more or less of the renal parenchyma, from which
absorption takes place and severe toxemia results.
In the severer infections death will take place if
this absorption is allowed to continue for many
days. Nephrectomy is the operation of choice when
the toxemia is severe, and the abscesses numerous.
If the abscesses are confined to a circumscribed
area, that portion of the kidney which contains the
lesions may be successfully resected, as I have done
in one case, removing tho middle third, and uniting
the upper and lower thirds.

It is difficult to drain small multiple abscesses in
the kidney, and I have seen death result from such
an attempt. The Boston Medical and Surgical Journal as published by 
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It has been pretty well decided that if the kidney
shows small multiple abscesses scattered through its
substance at the time of operation that the only
means of saving the patient's life is by sacrificing
the infected organ. In a series of seven cases of
this type which have been under my care but one
died, and that was one in which the kidney was

drained; the other six, in which nephrectomy was
dono, all recovered, and I have no doubt that if
nephrectomy had been performed in tho case in
which the kidney was drained, we would have had a
favorable result also:

In regard to the subject of pyelography, there is
but little question that this method of diagnosis is a
great aid in determining the internal arrangement
of tho kidney and in locating kinks, and abnormali-
ties in the ureter. It is an important aid in the
understanding of certain abnormal conditions of
the kidney ; yet if one does not mention the suffer-
ing that the individual may experience when it is
done we only present one part of the story. Fol-
lowing the injection of collargol for Roentgen ray
study of the kidney, I have seen very severe suffer-
ing. Fortunately it occurs in but a small percen-
tage of the cases thus examined, but when it does
take place, rest in bed for several days and large
repeated doses of morphia have been required. This
unpleasant result of this diagnostic measure must
be borne in mind.

The patients in whom this severe pain has oc-
curred, have usually been those with more or less
acute inflammation within the renal pelvis, and in
those cases in which renal drainage was interfered
with by a kink in the ureter. It has been observed
especially in cases of movable kidney. In all cases
of renal inflammation I now use a solution of argy-rol of from 25,% to 50% iustead of collargol, as it
seems to be less irritating when inflammation ex-
ists. I believe the best method of injecting the kid-
ney is by gravity, as pain has more often resulted
when I have made the injection with a syringe or
the instrument devised by Dr. Harold Baker. It
is interesting to note that there have been several
cases in which renal pain of long standing has been
lessened, or has entirely disappeared after usingthis procedure of diagnosis.

Dr. F. B. Lund, Boston : In regard to tho treat-
ment by posture of cases of movable kidney in which
there may be infected urine. I would like briefly to
report a recent case which, it seems to me, belongs
to a class of cases upon whom we do not wish to
operate and put the patient to the accompanying
expense and trouble unless we are pretty definitely
sure to relieve hirn.

In movable kidney, slight infections of the urine,with colon bacillus or even staphylococcus, maybe cured by suturing the kidney in position and
thus providing adequate drainage. But it some-
times happens that this operation is not efficient
and one is at a loss what to do. For slight infec-
tion of the pelvis of the kidney, one cannot think
of establishing drainage through the loin. Such a
case was recently seen by me. It was, briefly, that
of a woman about forty years of age, a multípara,
whose husband I had operated upon for high in-
sertion of the urethra with hydronephrosis. Byperforming a plastic on the pelvis of the kidney, I
was successful in relieving him. She herself suf-
fered from pains in both sides of the back and painin the right side, and the right kidney was some-
what movable and could be easily palpated.

 Examination of the urine showed pus and colon

bacillus infection, and cystoscopic examination
showed that what little pus there was came from
the right kidney. Injections of the pelves of both
kidneys with collargol showed that there was no

deformity of the pelvis or ureter.
For the reasons given above, I hesitated to sub-

ject this woman to operation, especially as I
thought that a large part of her symptoms might be
of nervous origin. Dr. Goldthwait kindly saw her
with me and instituted treatment by postural meas-
ures and braces, with the result that her urino
cleared up, and she went home after two or three
weeks, considerably improved. I have heard since
that she remains well.

In regard to ptosis of the kidney as a part of a

general ptosis, I have made one or two interesting
observations lately. We used to think that the
loss of the support of the abdominal wall caused by
distention from repeated pregnancy would be prac-
tically certain to cause general ptosis and ptosis
of the kidney. This is not always the case, how-
ever. I have recently operated on two women for
ventral hernia due to separation of the recti from
repeated pregnancies. The thin, wrinkled, abdom-
inal wall hung out between the recti like a wrin-
kled bag. X-rays showed, however, that there was

only slight ptosis of the stomach, and on opening
tho stomach, I found that both kidneys were firmly
fixed in their pads of fat and in their normal posi-
tion.

A moro common cause of movable kidney is
the actual squeezing out of the kidney between the
liver above and the abdominal wall behind, when
the liver is forced back by depression of the ribs,
such as is shown in Dr. Brown's pictures.

The looseness of the attachments of the colon in
front of the kidney also has a good deal to do in
allowing it to fall. As everything is loosened to-
gether, the ureter goes down with the kidney, which
explains to my mind why, while movablo kidneys
are so common, kinks of the ureter are so rare. Ab-
normal blood vessels are 'said to cause these kinks,
and I have divided such blood vessels to relieve
them, but the mechanism of the obstruction is
often hard to understand. High insertions of the
ureter and kinks at the junction of the ureter with
the pelves have been often relieved in my hands by
a plastic operation.

Dr. Benjamin Tenney, Boston: My experiencewith pain after introducing collargol into the kid-
ney pelvis agrees with what Dr. Cunningham saysof his own. All my cases have had pain and one
has had morphine. One case, followed by nephrec-
tomy, suffered more than any other that I recall.
Dr. Mallory was more pleased over the specimenthan I was. The collargol had passed through some
opening in the kidney pelvis and made a wedge-shaped infarct with base towards the cortex. It
seems to mo that the pain is due more to spasm or

cramp of the pelvic and ureteral muscles than to
over-distention. 1 have observed the same appear-
ance of discomfort for a few seconds after distend-
ing the pelvis with warm boric acid solution, but
this passes away as soon as the pressure is let up,while the pain after collargol lasts an hour or more.
It may be that the collargol is itself more irritating
than we think.

Infections of the upper urinary tract are more
frequent than most of us were taught. The teach-
ing of fifteen nnd twenty years ago was that the
urinary symptoms,—frequency, urgency, and pain,
associated with pyuria,—were due to an inflamma- The Boston Medical and Surgical Journal as published by 
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tion of the bladder. The patient's sensations are
still located there, but the cystoscope and ureteral
catheter have shown us that the lesions are above
the bladder in the majority of cases. Cystitis is
usually secondary to some infection above or be-
low when it does really exist. The remedy for those
renal and pelvic infections is the same as that for
confined infections elsewhere, and that is drainage.Flushing of the kidney is desirable, but an infected
kidney with an obstructed ureter has little chance
of being washed clean until the obstruction is re-
moved. It is a theory of mine that a kidney with
free exit for its secretion seldom suffers from these
infections, and conversely, that the existence of
such infection is u piece of evidence which should
lend us to look for obstruction.

Dr. W. J. DoCd, Boston: It seems to me that
pyelography is too valuable an aid in diagnosis to
be abandoned on account of tho distressing symp-
toms that have prevailed in some cases for an in-
jection of collargol.

Undoubtedly much of the pain that has been
caused is duo to the fact that the collargol has
been injected by the means of a syringe and the
amount of pressure in some cases, is undoubtedly
sufficient to cause the collargol to go beyond the
pelvis and the calicos into the substances of the
kidney.

Wo have been able to determine this experi-
mentally and we, know that such a condition has
been found both at the time of operation and on
post mortem examination.

Braasch has suggested the use of the gravitymethod nnd nlso suggests that the collnrgol solution
be heated to a température of about 100° and not
above '102° nnd then cnrefully filtered. They
claimed to have had fnr less painful results since
using this method.

In spite of this observation, however, it does seem
ns though there wns probably something inherent
in the collnrgol solution which cannot bo alwaysavoided.

Da. II. W. Beat., Worcester: I wish to reportthe ense of a young woman with bilateral colon in-
fection. Subséquent investigation by the pathologist
proved the infection to bo pure typhoid. The pa-tient gave a history of typhoid thirteen years bo-
fore. During that thirteen yenrs only three cases of
typhoid could be traced in her history.The pathologist gave a long treatment with
autogenous vaccines, without effect. The nrine was
persistently alkaline, and all attempts to make it
acid while administering urotropin, fnilcd. The
next step is to be irrigntion of the kidneys, and tho
effect remains to be seen.

Dr. A. Binney, Boston : I have had a limited ex-
perience with the injection of collargol into the
pelvis of the kidney, and perhaps for this reasonhave not seen the severe attacks of pain followingit, referred to by Dr. Cunningham and others.

It seems to me obvious that it is not simply the
distention of the renal pelvis that causes pain, but
that the collargol is at fault and that there may also
be damage to tho parenchyma through its entrance
into the tubules of the kidney. A number of ob-
servers have, I believe, reported such unfortunate
results.

In a recent number of tho International Abstract
of Surgery, there was published a method of usingsilver iodid for this purpose. It has the advantageof being non-irritating and giving a good x-ray

shadow in 5%' suspension, being insoluble, and
it is claimed it will not enter the tubules of the
kidney. The authors used it on animals and dem-
onstrated microscopically that the renal paren-
chyma was not injured. I have not hud a chance
to put it to the test, but this seems worth mention-
ing as a possible means of avoiding some of the bnd
results of collargol.

Dr. Ii. F. O'Neil, Boston: In regard to the de-
tail of collargol injections, I understood that the
moderate heating of the collargol was to make it
more readily soluble. It is to be prepared and
filtered just before use. A 10% solution can be fil-
tered with little or no residue, therefore it is not a

suspension.One of the last cases I injected was done by the
gravity method with very little elevation of the
burette and no over-distention. In spite of this the
patient was restless and had a very uncomfortable
afternoon and early part of the night. The solution
used was the ordinary unfiltered 10%.

Dr. George 0. Clark, Boston: How previously
heating to 102° F. may affect the collnrgol solution
is a question relating to the chemistry of collargol
nbout which I know nothing; but if this previous
heating is done solely with the idea of avoiding
pain for the patient by introducing to his kidney
pelvis a warm solution rather than n cold one, my
experience convinces ino that the heating is alto-
gether superfluous.

In Albumin's clinic it was laid down as a maxim
that the kidney pelvis is not sensitive to heat, cold,
or chemioal contact,—but is sensitive only to dis-
tention. Sensitiveness to distention is so exquisite
that though the pelvis will tolerate hot or cold so-
lutions of even concentrated strength, production by
injection of tho slightest degree of distention be-
yond the normal or acquired capacity of the indi-
vidual pelvis is sufficient to cause pain. The pain
will vary from mild discomfort to a condition iden-
tical with "renal colic."

All agree on the importance of ascertaining the
exact quantity required to fill the pelvis. The blad-
der catheter will indiente any leakage around the
ureteral catheter, and the onset of mild renal dis-
comfort will indicate exactly the stnge of complete
pelvic distention. Over-distention means faulty
technic because it is unnecessary, painful, and
might even damage the renal parenchyma by caus-
ing the solution under pressure to be forced far into
the urin¡ferons tubules.

Da. A. L. Chute, Boston: I want to give my
testimony as to the value of the work done by the
orthopedist in cases of this sort. I have had one or
two such cases of late that have been extremely sat-
isfactory. The roentgenologist's accuracy has been
of the greatest assistance to mo. I have arrived
at the point where it is a daily necessity.

I am sure 1 do not see why Dr. Cunningham has
so much trouble with collnrgol injections of tho kid-
ney pelvis. I do not take any particular precaution
in its use except that I inject slowly with a piston
syringe, and that 1 stop injecting when the patient
begins to complain of discomfort in the loin. I
have had but one real colic out of a considerable
number of enses. I do not heat the collargol be-
cause I feel the kidney pelvis is susceptible only to
irritation from distention nnd do not believe that it
reacts to moderate chnnges in temperature or chem-
ical irritation. If colics are common, I believe too
much collnrgol is injected into the pelvis or that it
is injected too forcibly.
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Dr. Hugh Cabot, Boston: The unsatisfactory
nnture of our present methods of dealing with the
cases of movable kidney associated with infection
has been brought forcibly to my mind by some re-
cent cases. The first of these was a patient whom
we saw two years ago with a very movable kidney,
considerable dilatation of tho renal pelvis and a
moderate persistent colon bacillus pyelonephritis.
The diagnosis was carefully worked out by modern
methods, including the injected radiograph. The
kidney was cut down upon, fastened in position and
the immediate result was excellent. She returned
to us a year and a half later with the kidney in
excellent position, the urine clear and sterile, but
with practically ail of her painful symptoms still
present. An injected radiograph showed the kid-
ney in good position and adequately drained, the
only abnormality being the great loss of kidney tis-
sue due to contraction of the previously formed
senr tissue. This patient's symptoms were relieved
only by nephrectomy.

Immediately after this there came under our care
a patient with similar symptoms, previously oper-
ated upon by another surgeon, and who still had
much discomfort in the region of the kidney. The
conditions found were essentially those in our pre-
vious case, and again nothing short of nephrectomyrelieved.

These cases strongly suggest that though wo have
remedied all the mechanical difficulties by opera-tion we have still left behind some condition cap-
able of causing much discomfort and which is really
more important to the patient than the anatomical
normality of her kidney. The most characteristic
thing about all of these patients is their faultystanding posture, the contracted lower segment of
tho thorax and the general visceral ptosis. The
suggestion is, therefore, strong that the kidney par-
ticipates in the ptosis. Its vitality is lowered bystrain upon the vessels nnd kinking of the ureter
and upon the basis thus laid infection results.

Our belief in the correctness of this hypothesishas been considerably strengthened by several pa-tients whom we havo treated in conjunction with
Dr. Brown. The most striking of those was a
woman of 28 who, nt the time that we saw her,bad recently had a severe attack of right-sided pye-litis. Tho active process had quieted down but
much pain and frequency of urination continued.
The urine, however, wns entirely normal. Theright kidney was extremely movable and sho was
treated by fixation of the kidney, followed by correc-
tion of faulty posture. The relief was immediateand has remained complote for a yenr. Since twoprocedures were employed in this ense it is difficultto bo sure which, if either, was most effective. Con-
sequently, immediately after this a woman of 32with very faulty posture, who was seen during anattack of acute left-sided pyelitis, was treated
solely by correction of posture. The symptoms havebeen entirely relieved and the result seems to bo
as satisfactory as in the case treated oy operationand corrective measures.

These observations must be regarded as purelytentative, but wo havo now seen several other pa-tiente to whom the applicntion of these principleshas given great relief and as the hypotheses seem to
us sound I think we should continue to apply themethod until permanent results can be reported
upon.

We have had at the clinic three cases whichtend to confirm the view expressed by Dr. Cunning-

ham. In these cases injected radiographs had been
done with a moderate amount of reaction resulting.
At operation, which in all these cases was done
within three or four days, there was brownish mot-
tling of the renal cortex. The tissue about the
plevis was edematous and there was some brown
staining of the fat capsule. It seems pretty clear
that in these cases the collargol had been widely
diffused through the kidney substance and had to
some extent penetrated the tissues outside of the
kidney.

In some injections of the kidney made post-
mortem by my associate, Dr. Young, it appears that
a very moderate amount of pressure exerted by
means of a syringe will make tho collargol enter
the tubules and penetrate almost to the cortex.
These observations and experiments have convinced
us that tho gravity method is safer than the use of a
syringe, since by the latter method an unknown
amount of pressure is used and too great an
amount of force has clearly been exerted in certain
cases.

Dr. Lloyd T. Brown, Boston : I have been much
interested tonight in the talk about the use of col-
largol because I do not know anything about if.
The thing that is most interesting to me, however,
is that you seem to have patients who have kidneyswith more or less infection. Associated with this
infection is more or less back pain and side ache
and the other symptoms of pyelitis. By means of
rest in bed, drainage, nephropexy, etc., it is possiblo
to control the pyelitis, but even when this infection
has been much reduced, when the patient gets up
and around again there is at times a recurrence of
the back and side pain. Now this makes one think
whether the infection of the kidney is the primary
cause of the pain, or whether the pain may not bo
due to some possible crowding or intereference with
tho function of this organ.From the point of view which I tried to expresss
tonight, it seems to me that it would be a help in
some of these cases to tryr in connection with the
other methods, of treatment, to correct the posturalmaladjustments which are so commonly present.Dr. Cabot mentioned a case of pyelitis of fifteen
yenrs' duration, with all the usual symptoms of
side ache, bladder pain, constipation, etc. Sho had
been in bed for three months because whenever she
got up in a chair or on her feet her pain and dis-
comfiture were much worse. Abdominal palpation
was difficult because of tenderness. She has been
under treatment designed to correct her posturaldefects, which, by the way, were of the most marked
type. She is now upon her feet about five hours a
day, with almost no pain. The sterile specimens of
urine, which at first showed B. Coli and staphylo-
coccus, now show only staphylococcus. Abdominalpalpation now is not painful. The reason for this
change in her symptoms is, I believe, due in partto the very marked change in the shape of her body.The lower rib region, which was formerly extra-
ordinarily narrow, is now wide and full. This en-largement of the size of the lower rib region must
necessarily have reduced the amount of pressurewhich comes on the kidney when the liver is
crowded downward by the narrowing in of the ribs.This crowding downward of the liver may affectthe kidney in three ways: first, by direct pressure
on the kidney; second, by pressure on the renalvessels, either direct or indirect; and third, by pres-
sure on the sympathetic nerves wnich control the
kidney and its circulation. Any one or all of these
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may cause congestion of the kidney, which, of
course, makes a good field for infection.

Therefore it seems rational in planning the treat-
ment for these enses of chronic pyelitis not only to
try to remove the infection but also to try to
correct all the cases which tend to make the func-
tion of the kidney less perfect and to make the kid-
ney itself more liable to infection.

AMERICAN SURGICAL ASSOCIATION.

Annual Meeting, Held in the Astor Hotel, New
York City, April 9, 10 and 11, 1914.

The President, Dr. William J. Mayo, in the
chair.

(Continued from page 854.)

DISCUSSION.

Dr. Fred B. Lund, Boston : It has seemed to me
that it is only in the advanced cases of carcinoma of
the stomach that wo can make a diagnosis by skin-
graphic radiography as wo have used it. In a man
of 05, with blood in the stools and in poor condi-
tion, with diminished HC1 and other signs of
gastric ulcer, I was unable to tell from the x-ray
whether tho condition was one of ulcer or cancer.
I, therefore, cut down upon tho induration at the
pylorus and did a gastroenterostomy. The area
showed a shallow ulcer, certainly a chronic ulcer.
Results showed it to be early carcinoma. There
was not a single gland involved and the case was a
most favorable one for operation. I therefore be-
lieve that where we can remove these ulcers simply
and safely they should certainly be removed. In
cases of doubt where it is easy always excise even
an ulcer.

Dr. A. J. Ochsner, Chicago : Every patient com-
ing under my care has the history taken, then a
physical examination is made and written down
with the suggested diagnosis. Then the history is
taken again by the roentgenologist and chemist.
In a considerable number of cases we have found
that (my diagnosis goes in a sealed envelope) where
tho diagnosis based on a physical examination and
the history is positive, that there the x-ray examina-
tion and tho chemical examination are also likely
to be positivo. In the marginal cases, some 20%, in
which the diagnosis based on the first two elements
is doubtful, the diagnosis by means of these two
methods,—tho x-ray and chemical examinations, is
also likely to bo doubtful. The three methods to-
gether aro likely to cleor up some of these doubtful
cases. We have made it a practice to always oper-
ate these cases in the presence of the roentgenolo-
gist and chemist. It is in the doubtful cases that
tho two latter methods are likely to be of the least
use. That they aro positive in the simple cases
does not mako their value too great in the doubtful
cases as ono might be led to believe.

Dr. Arthur Dean Bevan, Chicago: A group of
three or four of us for the last few years have been
attempting to handle these cases of lesions of the
stomach, duodenum and bilo tracts as clinical re-
search. We have endeavored to obtain tho evidence
from the internist so far as diagnosis is concerned,

from the roentgenologist and from the surgeon and
then have the internist and roentgenologist follow
the case through to tho exploratory operation. The
attempt is made to have tho internist offer all of
tho clinical evidence, submit a definite diagnosis,
both anatomical and pathological, and draw a pic-
ture of his idea of that diagnosis before exploration.
Then by exploration the internist's diagnosis, made
from the symptoms, is checked up by the findings.Tho evidence has been divided under four heads:
(1) history; (2) laboratory findings; (3) physicalfindings; (4) x-ray findings. We have concluded
that so far as the diagnosis is concerned the history
represents two-thirds of the value. Repeatedly after
n mistake we would find that we had not properly
elicited the history. The value of other evidence is
(2) physical findings; (3) laboratory findings; (4)
tho x-ray. I do not believe that any mechanician or

radiologist, unless intimately associated with a team
of internist and surgeon, will ever become as well
able to interpret the x-ray as the truly medical man
himself.

Dr. John H. Gibbon, Philadelphia: Of the four
methods of diagnosis mentioned by Dr. Bevan I
would also place history first in value, but I would
place the x-ray second and not fourth. Dr. Rod-
man referred to the unsatisfactory results from
gastroenterostomy. I believe that the large percent-
age of failures is due to the fact that this operation
is done where no ulcer is found. To obtain the
comparative value of gastroenterostomy and pylor-
ectomy we must take the number of cases of gastric
ulcer which after gastroenterostomy have developed
cancer. Then is to be estimated the difference in
the mortality between gastroenterostomy and py-
lorectomy which will show whether the percentage
developing cancer is greater than the difference in
tho mortality between those two operations. If the
percentage of cases developing cancer after gastro-
enterostomy for simple ulcer is 5%, and if the mor-

tality from pylorectomy is 10%' and from simple
gastroenterostomy 3%, I would say that, gastroenter-
ostomy is the right treatment. My own conviction
is that tho difference in mortality is much higher
in percentage of cases developing cancer after gas-
troenterostomy. I want it understood that I am

speaking of ulcer cases, not doubtful cases, not car-

cinomatous, not cases in which the ulcer is in the
body of the stomach and easily excised.

Dr. John Bapst BLAKE, Boston: Regarding exci-
sion of the pylorus, it was early shown that food
put into the stomach where gastroenterostomy with-
out obstruction of the pylorus was practiced did not
go through the new stoma but through the old open-
ing. Permanent obstruction is obtained only by
cutting it off, and if you cut it off and sow it over,
you might just as well excise it as Dr. Rodman says.
In this way you get rid of the ulcer-bearing area
and most effectually close the pylorus.

Dr. Howard Lilienthal, New York: I think we
should protest against the expression "easy cases."
If tho treatment is good in an easy case it is still
better in a hard case. I should say the operation
should be done in the hard cases at any rate; in the
easy ones, probably. Although I want to bo shown,
I would not venture to interpret a plate against the
opinion of an experienced radiologist. I have so
far found roentgenology of enormous benefit and be-
lieve that in tho future it will prove of more rather
than of less value.

Dr. George W. Crile, Cleveland : I rise to sup-
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port Dr. Rodman's views as to the excision of the
ulcor-bearing area of the stomach, because I have
seen in my own cases all the things happen which
ho has mentioned. I think Dr. Gibbon put the
question well in saying that it really depended upon
tho mortality rate of the operation of excision of
tho pylorus. I believe we can reduce the mortality
rato in resections of the stomach and make the
operation sufficiently safe to bring it within the
limitations of Dr. Rodman's description. Speaking
for myself, I have been too much disposed to oper-
ate on all cases alike rather than to adjust the oper-
ation to tho patient.

Dr. William J. Mayo, Rochester, Minn. : I think
we can put the radiogram first in tho early diag-
nosis of cancer of the stomach, because in 100 con-
secutive cases in which the radiologist did not know
anything about the history of the case he was able
to make a diagnosis of cancer definitely in about
87%', while the best we have been able to do by his-
tory or any other means was a bit over 60%. In
ulcer of the stomach, taking all cases, I believe the
x-ray would again bo first; perhaps the history
might bo put ahead of the x-ray. In ulcer of the
duodenum, unless there be instruction, the x-raydocs not equal tho history in value, but it is a close
second. I like to look at the plates, but for reading
a hard plate, give me a man who is used to it.

To back up, Dr. Bevan, the most illuminating
part is to get the whole crowd into the operating
room day by day, show the plates, open up the pa-
tient, and then show the radiologist his mistakes.
In a little while you will be surprised how modest
he will become, and how much ho will learn to help
him in the next case.

Dr. Brewer, closing: I do not believe there is
now a surgeon who would not take an x-ray diagno-
sis of ureteral or urethral calculus in preference to
history and chemical examination. This I believe
is also true in fractures. In regard to the stomach,
by a rather now method wo are developing n pro-
cedure of serial radiography to follow peristalsis
right through from beginning to end, to see where
it is not normal, nnd where it becomes abnormal.
This method, I believe, will give increasingly ac-
curate results. If the x-ray will help to differenti-
ate gastric ulcer and save the patient tho necessityof a doubtful exploratory operation it will be of tho
greatest value. I think wo aro approaching this
position.

Dr. Rodman, closing: I should like to emphasize
my statement that ulcers in the expanded four-fifths
of tho stomach aro not very liable to undergo can-
cer, but should be subjected to partial extirpation
with a mortality of less than two per cent. ; and,
that these ulcers are more likely to bleed and per-
forate subsequently duo to the greater mobility of
the stomach during respiration. Therefore, protective
adhesions do not form, except in the lesser curva-
ture of the stomach. It has been made very clear
to mo that a great many injudicious operations have
been done for pylorectomy in patients who had per-
forated, who had bled severely. It would here have
Jjeen better to do a gastro-enterostomy first and at-
tend to the pylorus later. In that way, I believe,
tho mortality of pylorectomy for ulcer can bo
brought down to approximately five per cent. I be-
lieve that our best results in the future in opera-
tions on tho prostate, stomach and other organs, in
cancer of the intestines, etc., will bo secured by the
use of the two-stage operation.

suggestions regarding the anatomy OF, and the
SURGICAL TECHNIC IN, THE TREATMENT OF JONNES-
co's MEMBRANE.

Dr. John E. Summers, Omaha: The Jonnesco-
Jackson-Reid membranes should be considered as
congenital. They may always be demonstrated in
every individual should the incision admit. They
are purposive and intended by nature as ligament-
ary supports preventive of intestinal stasis rather
than causative; and if this is so, they should be
divided only after they may have become restrictive
of intestinal function from loss of nervous and
muscular tone resulting from chronic intestinal
toxemia. Tho so-called "white line" is the line of
fusion of the duodenal and colonie peritoneum with
the parietal peritoneum after rotation has been com-

pleted, and can be made manifest by rotating the
attached hollow viscus in a direction continuous
with tho course of the blood vessels and fibres of the
membrane, a direction opposite to tho fetal rotation.
The "white line" may be called tho ligament at-
tachment of tho pericolic membrane to the parietal
poritonium. The viscera of men differ in as great a
degree as do their faces,—there are no two exactly
alike. The Jonnesco-Jackson membranes are the
causo of intestinal stasis only when their support is
defective, or where it may be excessive and cause
angulation. These membranes, although present in
children, seldom produce symptoms in them because
intestinal peristalsis is sufficiently powerful in chil-
dren to overcome minor difficulties. I have never
observed symptoms of these membranes in anyone
under seventeen years of age. Most of the sufferers
are from thirty to sixty years of age. Intestinal sta-
sis can be caused independently of any angulating
bands or ptôses, as it has been clinically proved to be
caused by an incompetency of the ileocolic valve in
a largo number of people,—250 out of 1500 examina-
tions—and tho condition remedied by an operation
correcting this incompetency. The x-ray study of
the alimentary tract is of invaluable service in locat-
ing tho cause of obstruction in obstinate cases.
Very many sufferers from stasis duo to ptôses of
tho hollow viscera are best relieved by mechanical
supports.

THE ILEOCOLIC VALVE AS A FACTOR IN CHRONIC INTES-
TINAL STASIS; OPERATIVE TREATMENT.

By Dr. Edward Martin, Philadelphia.
Dr. George E. Armstrong, Montreal: Keith of

tho Royal College in London, is inclined to regard
tho ileocolic valve rather as a sphincter than as a

valve, and some of tho x-rays in the London Hos-
pital havo tended to show that normally there is a
stenosis at the lower end of the ileum, and the large
number of lymphatic nodes situated in this region
would seem to bo another evidence that there is nor-

mally stenosis with a more than usual amount of
absorption. Examination of a series of cases has
determined that while, as a rule, there seems to be a

constitutional stenosis at tho lower end of the ileum
just before it enters the cecum, it is not always true
that the taking of food stimulates tho emptying of
tho cecum. I think it quite possible that this valve
may bo designed, to a certain extent, to delay the
emptying of the ileum, and may also have a valve
action to prevent the back flow of the content of the
colon loaded with bacteria where bacterial digestion

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at WEILL CORNELL MEDICAL COLLEGE LIBRARY on September 11, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



goes on normally from receding into the lower end
of the ileum.

Dr. Jabez N. Jackson, Kansas City, Mo: Since
my name has been indcntified somewhat with this
membrano about the right sido of the colon, I feel
called upon to correct some errors. When I first
had the honor of presenting this subject in 1908
most of the Fellows said there was no such thing.
Now it is said to be a congenital condition in every-
body. Although I have seen a considerable number,
I am still in doubt as to its etiology. When one
makes an effort to demonstrate a pericolic mem-
brane when there are no symptoms to warrant it,
and pulls up the lax colon on the outside until the
veins are put taut, he will have a rapid engorgement
of the parietal peritoneum which will be called peri-
colic membrane, which, however, shows no interfer-
ence with tho mobility or action of tho colon. I
wish, therefore, as my name is attached to this, to
say that under no circumstances would I consider
that to bo Jackson's membrane, unless it can be
positively demonstrated to be producing mechanical
interference with the gut, and becomes the subject
of surgical discussion, just as a tendon becomes sur-

gical when producing a contracture. With the pres-
ence of this contracture and obstruction there arc
associated clinical symptoms and evidence is also
afforded by the x-ray.

LIGATION OF THE INNOMINATE ARTERY FOU SUBCLAVIAN
ANEURYSM WITH REPORT OF A SUCCESSFUL CASE.

Dr. C. A. Hamann, Cleveland: The patient, a
woman aged 68 years, was operated upon in Febru-
ary, 1913. Partial resection of the clavicle was
dono in order to facilitate access to the vessel; the
innominate was tied with a double-braided silk liga-
turo and tho right common carotid with chromicized
catgut. Prompt healing of the wound occurred, and
tho aneurysm was completely cured. Fourteen
months after tho operation the patient was found
to be in good condition and there was no trace of
the aneurysmal sac to be felt. There have been 53
cases of ligation of tho innominate artery up to the
present time; of these 14 recovered, the most fre-
quent cause of death has been secondary hemor-
rhage.

ON THE TECIINIC OF INTRATH0RACIC OPERATION.

Dr. Alexis Carrel, New York : The report of in-
trathoracic operations by American and European
surgeons shows that pleurisy is still a frequent com-

plication. In the experimental operations performed
lately by the writer, this complication was com-

pletely avoided. This result was obtained by a few
technical details which prevented the irritation and
infection of the pleura. Through a small opening
a silk membrane is introduced into tho pleural cav-

ity. Afterwards two large compresses made of a
sheet of absorbent cotton and two sheets of black
Japaneso silk are introduced into the pleural cavity
and used for walling off the operating field. Tho
pleura is never seen by the operator or touched by
his fingers. This will protect against the germs of
tho air, and tho blood from the operating field is ab-
sorbed by tho cotton inside and compresses. This
simple procedure, seems to play a large part in the
results obtained by the writer.

EXPERIMENTAL OPERATIONS ON THE ORIFICES OF THE
HEART.

Dr. Alexis Carrel, New York : 1. On eight dogs
a patch of vein preserved in cold storage was su-
tured on the anterior part of the pulmonary artery
and of the left ventricle. Then the wall of the
vessel and of the tho ventricle was cut under the
patch. One dog died on tho operating table, an-
other dog died of pericarditis; six other dogs are in
excellent condition six months after the operation.

2. On three dogs the pedicle of the heart was
clamped for about two and a half minutes. The
sigmoid valves and tho pulmonary orifices were ex-
posed. They were either sutured together or cut
and sutured. The three dogs have remained in ex-
cellent health.

3. In a few other dogs preliminary operations
for the purpose of cauterizing the valves of the
aortic orifices were made. In the first dogs oper-
ated upon death occurred by fibrillary contraction
duo to the entrance of air emboli in the coronary
arteries. Then this complication was prevented by
aspirating the air contained in the ventricle after
the completion of tho operation. On one dog the
aspiration was insufficient and after re-establish-
ment of the circulation air emboli were seen in the
branches of the coronary arteries. Next, one of the
branches was perforated with a needle, No. 16, and
tho blood and air escaped. Tho heart immediately
started pulsating in its normal way. The nnimnl
is still living.

(To be continued.)

Book Reviews

Diagnostic Symptoms in Nervous Diseases. By
Edward L. Hunt, M.D., instructor in neurol-
ogy and assistant chief of clinic, College of
Physicians and Surgeons, New York City.
12 mo., 229 pages, illustrated. Philadelphia
and London: W. B. Saunders Company. 1914.

This little book will be found most useful to
teachers, and also practitioners, in that it
adopts a plan much more often followed in Ger-
man books than in those issued in English, of
grouping by symptoms, explaining the signifi-
cance of them, and giving the diseases in which
they are found. This plan is carefully worked
out and the result is admirable. Occasionally
one notices a too general statement which might
be made absolute, though such statements are

necessary in teaching beginners. Rarely an expla-
nation is too indefinite, as on page 153, where
the Bechterew-Mendel reflex is stated to be
either a flexion or extension of the toes. The
book might be made still more useful if the
author could add sections with good diagrams
illustrating the topographical diagnosis in or-

ganic lesions of the nervous system. Here and
there explanations might well be amplified, as

for example, in speaking of crossed hemiplegias,
always a puzzling subject for students.
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